of patients who-having been treated in the cabinet and recovered sufficiently to have a partly separate existence on, say, one-sixth or less of the normal breathing capacity-have had to be re-admitted to hospital when a minor lower respiratory infection has resulted in severe underventilation with coma or near coma. There has never been an occasion in my experience where in such a crisis a patient has had to have tracheostomy. They have in every instance been restored to their normal condition with skilful chest physiotherapy after a short time in the modern pattern of the cabinet. Indeed, where there wdere gross bronchial secretions and atelectasis there has never been a failure, even in the days before I had developed, together with the engineers of the Cape Engineering Company, of Warwick, our rotatable cabinet. ' Experienced, and I might add intelligent, patients view with horror the idea that on each occasion when such a crisis occurs-and it may involve some frequently-they would be subjected to tracheostomy or intubation. They also view with fear and distaste the idea that they should have a permanent tracheostome.
I am, myself, a strong advocate of the continued use of the cabinet for the type of case which can effectively and comfortably be treated in it, and these cases were very numerous when polio was epidemic. However, I hope it will be clear from the foregoing remarks that I am not prejudiced against other methods; indeed, in 19512 I advocated the use of tracheostomy in bulborespiratory polio with the practice of such techniques as were then being studied in certain centres in the U.S.A. Furthermore, the pioneer work on I.P. 1964-7. t I = Incidence rate of thromboembolism among those who were not smoking cigarettes or using oral contraceptives.
In our letter we provided evidence for the possible potentiating effect of smoking on any aetiological role of oral contraception in the pathogenesis of thromboembolism. Such potentiating effect is again suggested by merging the data from the two studies just referred to by Drs. Vessey and Doll.
Taking the combined data of Drs. Vessey and Doll at face value, we note that users of oral contraceptives who were also heavy smokers had an incidence of thromboembolism twenty-three times greater than those who neither used oral contraceptives nor smoked cigarettes (Table I) . Again, combining their data and comparing the proportion of heavy smokers among users of oral contraceptives in thromboembolic and control patients, we find a difference that would occur by chance about once in fifteen times (Table II) . Inappropriate Lactation SIR,-The syndrome of inappropriate lactation or non-puerperal galactorrhoea has many causes.' 2 We report here a case of a young unmarried woman in whom the onset of lactation appeared to follow withdrawal of Metrulen M (ethynodiol diacetate with mestranol).
The 20-year-old patient was admitted as an emergency in April 1969 with retention of urine. Two years previously she had been diagnosed as suffering from multiple sclerosis, and since then had been seen on five occasions with exacerbations of the disease, the last three being in the previous December, January, and March. During these episodes she had received short courses of oral prednisone with good response. Many drugs may produce inappropriate lactation, the commonest offenders being the phenothiazines.' 3 4 We have been able to find only two previous reports of a progestogenoestrogen combination, in the form of a contraceptive pill, causing lactation. ' 
